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Texas Department of Insurance 

Division of Workers’ Compensation 
Medical Fee Dispute Resolution, MS-48 
7551 Metro Center Drive, Suite 100 • Austin, Texas 78744-1645 
512-804-4000 telephone • 512-804-4811 fax • www.tdi.texas.gov 

 

MEDICAL FEE DISPUTE RESOLUTION FINDINGS AND DECISION 

GENERAL INFORMATION 

Requestor Name and Address 

 
NUEVA VIDA BEHAVIORAL HEALTH 
5555 FREDERICKSBURG RD  102 
SAN ANTONIO TX   78229 

 

 

Respondent Name 

HARTFORD INSURANCE COMPANY 

MFDR Tracking Number 

M4-13-1345-01 

Carrier’s Austin Representative Box 

Box Number 47 

MFDR Date Received 

JANUARY 28, 2013

REQUESTOR’S POSITION SUMMARY 

Requestor’s Position Summary:  “Nueva Vida obtained preauthorization for 6 sessions of individual 
psychotherapy on 04/09/2012.  Certification #40107 for the 6 sessions with a date range of 04/09/2012 to No-end 
date.  This was approved at the IRO level (see attached preauthorization letter).  The date of service being denied 
for payment is 09/17/2012.  The date of service being denied for payment is 09/17/2012.  This date of service was 
performed within the authorized timeframe and was denied in error…” 

Amount in Dispute: $125.00 

RESPONDENT’S POSITION SUMMARY 

Respondent’s Position Summary:  “The original request for preauthorization was for 6 sessions over 8 weeks 
(please see attached).  The IRO did approve the 6 sessions.  The first session after the IRO approval took place 
was on April 17, 2012.  Eight weeks from that date would have been June 12, 2012.  The date of service in 
dispute is outside of the 8 week timeframe approved by the IRO...” 

Response Submitted by:  The Hartford 

SUMMARY OF FINDINGS 

Dates of Service Disputed Services 
Amount In 

Dispute 
Amount Due 

September 17, 2012 Individual Psychotherapy Session $125.00 $125.00 

FINDINGS AND DECISION 

This medical fee dispute is decided pursuant to Texas Labor Code §413.031 and all applicable, adopted rules of 
the Texas Department of Insurance, Division of Workers’ Compensation. 

Background  

1. 28 Texas Administrative Code §133.308 sets out the procedures for resolving a medical necessity dispute. 

2. 28 Texas Administrative Code §133.307 sets out the procedures for resolving a medical fee dispute.  

3. 28 Texas Administrative Code §134.203 sets out reimbursement for reimbursement of professional services.  

4. The services in dispute were reduced/denied by the respondent with the following reason codes: 
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 039 – Payment denied/reduced for absence of, or exceeded, precertification/authorization.  Procedure not 
approved by pre-authorization. 

 W4 – No addl reimbursement allowed after review of appeal/reconsideration.  Reimbursement for your 
resubmitted invoice has been considered.  No additional monies are being paid at this time.  Service 
rendered requires pre-authorization. 

Issues 

1. Did the requestor obtain preauthorization? 

2. Is the requestor entitled to reimbursement? 

Findings 

1. Review of the documentation presented by both parties finds that preauthorization for the individual 
psychotherapy sessions was approved through the Independent Review Organization (IRO) in accordance 
with 28 Texas Administrative Code §133.308.  According to the respondent the requestor the disputed date of 
service is outside “the 8 week timeframe approved by the IRO.”  The date of the IRO review was April 7, 2012 
and according to the IRO review outcome the reviewer found that the previous adverse determination should 
be overturned.  The IRO reviewer states in the decision, “The Provider has noted that if an additional 6 
sessions of IPT can be helpful in reducing the claimant’s stress level, he may be able to retain full-time 
employment.  Based on this information and the ODG, the Review finds that there is a medical necessity for an 
Additional [sic] 6 sessions individual psychotherapy.”  

The respondent states that, “The date of service in dispute is outside of the 8 week timeframe approved by the 
IRO.”  In reviewing the IRO decision, the IRO did not set a beginning date or ending date for the pre-authorized 
services; therefore, the denial is not supported and reimbursement is recommended. 

2. In accordance with 28 Texas Administrative Code 134.203(c)(1-2) states, “To determine the MAR for 
professional services, system participants shall apply the Medicare payment policies with minimal 
modifications. For service categories of Evaluation & Management, General Medicine, Physical Medicine and 
Rehabilitation, Radiology, Pathology, Anesthesia, and Surgery when performed in an office setting, the 
established conversion factor to be applied is $52.83. For Surgery when performed in a facility setting, the 
established conversion factor to be applied is $66.32. The conversion factors listed in paragraph (1) of this 
subsection shall be the conversion factors for calendar year 2008. Subsequent year's conversion factors shall 
be determined by applying the annual percentage adjustment of the Medicare Economic Index (MEI) to the 
previous year's conversion factors, and shall be effective January 1st of the new calendar year. The following 
hypothetical example illustrates this annual adjustment activity if the Division had been using this MEI annual 
percentage adjustment: The 2006 Division conversion factor of $50.83 (with the exception of surgery) would 
have been multiplied by the 2007 MEI annual percentage increase of 2.1 percent, resulting in the $51.90 (with 
the exception of surgery) Division conversion factor in 2007.”  The current Division conversion factor for 2012 
is $54.86 and the reimbursement is calculated as: 

 (54.86 ÷ 34.0376) x $80.14 = $129.17.  The requestor is seeking $125.00.  Therefore, reimbursement 
in the amount of $125.00 is recommended. 

. 

Conclusion 

For the reasons stated above, the Division finds that the requestor has established that additional reimbursement 
is due.  As a result, the amount ordered is $125.00. 
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ORDER 

Based upon the documentation submitted by the parties and in accordance with the provisions of Texas Labor 
Code Sections 413.031 and 413.019 (if applicable), the Division has determined that the requestor is entitled to 
additional reimbursement for the services involved in this dispute.  The Division hereby ORDERS the respondent 
to remit to the requestor the amount of $125.00 plus applicable accrued interest per 28 Texas Administrative 
Code §134.130, due within 30 days of receipt of this Order. 

Authorized Signature 

 
 
 

   
Signature

    
Medical Fee Dispute Resolution Officer

   October 24, 2013  
Date 

 

YOUR RIGHT TO APPEAL 

Either party to this medical fee dispute has a right to seek review of this decision in accordance with 28 Texas 
Administrative Code §133.307, effective May 31, 2012, 37 Texas Register 3833, applicable to disputes filed on 
or after June 1, 2012. 

A party seeking review must submit a Request to Schedule a Benefit Review Conference to Appeal a Medical Fee 
Dispute Decision (form DWC045M) in accordance with the instructions on the form.  The request must be received 
by the Division within twenty days of your receipt of this decision.  The request may be faxed, mailed or personally 
delivered to the Division using the contact information listed on the form or to the field office handling the claim. 

The party seeking review of the MDR decision shall deliver a copy of the request to all other parties involved in 
the dispute at the same time the request is filed with the Division.  Please include a copy of the Medical Fee 
Dispute Resolution Findings and Decision together with any other required information specified in 28 Texas 
Administrative Code §141.1(d). 

. 


